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The answer to the first question is easy. The long-term results of medical treatment were assessed by Lagercrantz from the medical department in a series of 137 cases which had been followed for from two to 26 years after the onset of the disease. The results were found to be unsatisfactory. The mortality rate in this series was 14%, the most common cause of death being cancer of the colon; 54% of the cases were more or less disabled for shorter or longer periods of time and the remaining 32% stated that they had been free from symptoms for two years or more, but upon examination many of these patients still showed clinical or radiological evidence of the disease. The cancer incidence was 10% after 10 years of disease and increased rapidly after that time.
It seemed obvious that a more active approach should be tried primarily in cases with a history of prolonged disability and repeated periods in hospital. A further reason for this was provided by the specimens removed at our first few operations. The destructive changes within the bowel wall were so advanced that no kind of conservative treatment could possibly have restored the bowel to normal. When dealing with children, the desire to preserve bowel continuity is naturally more urgent than in adult practice. Most parents have a strong prejudice against permanent ileostomy and this has not failed to influence our approach to this problem. Our choice of surgical procedure has been a compromise between radical excision and preservation of bowel continuity, and it has been based upon the degree of rectal involvement as assessed by proctoscopy, radiological examination and operative findings. Three different procedures have been used:
Colectomy with ileo-rectal anastomosis in 10 cases with slight proctitis.
Colectomy and ileostomy, with closure and preservation of the rectum in eight cases with moderate proctitis.
Pancoloproctectomy with ileostomy in five cases with severe proctitis.
We prefer to perform these operations as one-stage procedures. Only the second group should be classified as a staged procedure for we are strongly opposed to leaving the closed rectum behind permanently: after a suitable period of time it should be decided whether to remove the rectum or to anastomose it to the ileum. So far, a secondary proctectomy has been performed in two of these cases and in one of the anastomosed cases, because of progressive proctitis. None of the isolated rectums has healed and the whole of this group will probably end up with secondary proctectomies.
The results of surgical treatment have been satisfactory. There were no deaths in this series. Postoperative complications and especially intestinal obstructions have been common, but transitory after surgical correction. All the patients have been closely followed for from one to nine years after operation. The Note: For further references the reader is referred to a more detailed publication of this paper (Ehrenpreis, Ericsson, Billing, Lagercrantz and Rudhe, 1960) .
